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54035 Nancy,  FranceClinical history
Ms  S,  aged  56  years,  was  referred  by  her  family  doctor  for
upper  anterior-medial  cervical  tumefaction  of  recent  onset,
discovered  on  self-palpation  and  conﬁrmed  on  cervical  ultra-
sound.
History  included  childhood  tonsillectomy,  cholecystec-
tomy  for  vesicular  lithiasis,  hypercholesterolemia  and
arterial  hypertension  treated  by  enalapril.
There  was  no  history  of  smoking  or  alcohol  abuse.
On  interview,  the  patient  reported  slight  discomfort  on
swallowing,  particularly  for  liquids.
Clinical  examination  at  consultation  found  no  cervical
tumefaction  or  adenopathy;  ﬂexible  endoscopy  examination
was  normal.
Cervical  ultrasound  scan  found  an  isolated  medial  basilin-
gual  cyst  of  about  2  cm  without  other  cervical  abnormality.
Contrast-enhanced  cervical  CT  provided  the  following
two  images  (Figs.  1—2).∗ Corresponding author. Tel.: +00 33 6 63 98 74 80;
fax: +00 33 6 63 98 74 80.
E-mail address: claire perrot@msn.com (C. Perrot).
1879-7296/$ – see front matter © 2011 Elsevier Masson SAS. All rights re
doi:10.1016/j.anorl.2011.10.001Figure  1  Contrast-enhanced  cervical  CT,  axial  slice.served.
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What  is  your  diagnosis?16  Figure  2  Contrast-enhanced  cervical  CT,  sagittal  slice.C.  Perrot  et  al.
uestions
uestion  1:  What  is  your  diagnosis?
uestion  2:  Would  you  prescribe  complementary  examina-
ions?
uestion  3:  What  will  your  treatment  strategy  be?
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Reply  1
What  is  your  diagnosis?
The  most  likely  hypothesis  is  thyroglossal  duct  cyst.
The  main  differential  diagnosis  would  be  ectopic  thyroid,
the  thyroid  not  being  visible  on  the  CT  slices  presented  here.
Also  to  be  considered  would  be  the  dermoid  cyst,  also
found  in  children  and  young  adults,  usually  at  a  medial  loca-
tion  but  often  forward  of  and  above  the  hyoid  bone,  and
vallecular  cyst  (a  duct  cyst  situated  basilingually),  although
this  is  unlikely  in  the  present  case,  as  the  location  is  too
inferior  with  respect  to  the  hyoid  bone  [1].
Theoretically,  a  medial  cervical  cystic  mass  could  also
suggest  a  tumor  of  thyroid  origin,  which  may  exhibit  a  cystic
aspect,  or  else  adenopathy  of  dental  origin.
Reply  2
Would  you  prescribe  complementary  examinations?
No,  as  long  as  the  examinations  already  performed  con-
ﬁrm  the  presence  of  a  normally  positioned  thyroid  body.
Ultrasound,  being  accessible  and  non-irradiating,  would
be  the  examination  of  choice:  it  conﬁrms  diagnosis  and
determines  the  cystic  nature  of  the  mass,  which  is  usually
hypoechogenic  but  with  contents  that  may  ﬂuctuate  with
episodes  of  infection.  This  could  explain  why,  in  the  present
case,  the  cyst  was  not  palpable  at  the  time  of  consultation
despite  the  patient  having  been  able  to  palpate  it  herself.
Ultrasound  can  determine  the  lesion  site:  most  cysts  (65%)
are  situated  below  the  hyoid  bone,  15%  at  the  level  of  the
hyoid  bone,  and  20%  above;  those  situated  below  may  be
slightly  off  the  midline.  Finally,  ultrasound  can  check  the
presence  of  the  thyroid  body.
Ultrasound  could  be  complemented  by  CT/MRI,  to  deter-
mine  extension  at  the  root  of  the  tongue,  especially  in  an
adult,  where  clinical  diagnosis  is  more  difﬁcult.  Exception-
ally,  thyroid  scintigraphy  could  be  prescribed,  to  explore  for
an  ectopic  thyroid.
Reply  3
What  will  your  treatment  strategy  be?
The  most  probable  diagnosis  is  of  thyroglossal  duct  cyst,
with  a  normally  located  thyroid.  Histology  needs  conﬁrm-
ing.  Treatment  should  therefore  be  surgical,  remote  from
the  infection,  by  exploratory  cervicotomy  on  Sistrunk’s
reference  procedure  (Fig.  3).
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Figure  3  Peroperative  view.
To  ensure  against  recurrence,  the  entire  length  of  the
uct  should  be  resected.  Surgery  will  thus  involve  Lalou-
tte’s  pyramid,  the  residual  duct,  the  medial  part  of  the
yoid  bone,  and  a  basilingual  cone.  This  attitude  reduces
ecurrence  risk  to  less  than  5%  [2].
There  is  as  yet  no  effective  medical  treatment:  antibi-
tics  can  control  acute  infection  but  do  not  prevent
ecurrence.
OK-4321  sclerotherapy,  a  possible  alternative  to  surgery,
as  initially  developed  for  cystic  lymphangioma;  an  ongoing
tudy  of  application  in  other  cervical  region  patholo-
ies,  notably  including  thyroglossal  duct  cyst,  was  recently
eported  [3].
ommentary
he  thyroglossal  duct  cyst  is  the  most  frequent  embryologic
alformation  of  the  neck,  affecting  7%  of  the  general
opulation.  It  results  from  abnormal  persistence  of  the
hyroglossal  canal,  originating  in  the  branchial  system  which
egins  to  form  as  of  the  third  week  of  development.  At  this
tage,  the  mesoblast  thickens  and  forms  ﬁve  arcs  known
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s  branchials,  the  anterior  parts  of  which  fuse  together
long  with  the  mentosternal  space  to  form  the  medial  and
nterior  neck.  The  mesoblast  includes  the  endoblast  which
evelops  into  the  upper  airways  among  other  structures.
he  thyroglossal  canal  is  formed  by  invagination  within  a
hickening  of  the  endoblast,  progressing  between  the  ﬁrst
nd  second  arcs  up  to  the  primitive  aorta.  It  passes  behind
he  future  mandible  and  forward  of  the  hyoid  bone  body.  At
he  tracheal  level,  the  canal  becomes  bilobal,  forming  the
hyroid  (Fig.  4).  At  around  8—10  weeks  of  fetal  development,
igure  4  Diagram  of  embryologic  origin.
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he  canal  becomes  involuted,  forming  the  thyroglossal  duct.
uring  its  growth,  the  hyoid  bone  lies  against  the  duct,
nducing  a  loop  behind  the  bone,  with  strong  periosteal
dherence.  Normally,  the  duct  disappears,  leaving  only
he  foramen  caecum  (the  tip  of  the  V  of  the  tongue)
4].
Persistence  of  part  of  the  duct  may  result  in  a  cyst  along
his  trajectory.  The  underlying  cytogenetic  abnormalities
emain  unknown.  In  view  of  the  existence  of  familial  forms,
ome  authors  suggest  a  dominant  autosomal  origin  with
ncomplete  penetrance.  Observed  female  predominance  has
uggested  genetic  imprinting,  although  this  hypothesis  is
ontroversial  [5].
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